the DSH patients and the control group. There were also significant differences in coping skills, DSH patients tending to use emotion-orientated coping (p=0.01) as opposed to taskand avoidance-orientated coping.
Conclusion.
Consistent with international studies, coping skills (i.e. task-orientated skills), religious beliefs and responsibility to family were more evident in patients who did not attempt DSH than in those who did. These findings imply that treating DSH should not start only at the point of contact. Protective factors such as religious beliefs, responsibility to family and coping strategies can be inculcated from a very young age. However, caution is required in generalising the results owing to limitations of the study. Further extensive research on religious and psychotherapeutic interventions and prospective studies on protective factors will be helpful. It has been hypothesised that religious beliefs, responsibility to family and coping skills help prevent suicidal behaviour. We therefore compared DSH and control groups using psychosocial tests to assess these characteristics. We defined DSH as intentional but not fatal self-poisoning or self-injury, irrespective of the apparent purpose of the act. 8 DSH ranges from behaviours with no suicidal intent but aiming to communicate distress or relieve tension, to suicide. The term is preferred to 'attempted suicide' or 'parasuicide' because the motives or reasons for this behaviour include non-suicidal intentions.
Methods
The study was conducted in Kota Kinabalu, capital of Sabah, a Malaysian state located on the northern part of the island of Borneo. 9 The official population estimate for the year 2006 was 2 997 000. 10 Hospital Mesra Bukit Padang (a psychiatric hospital) and Queen Elizabeth General Hospital cater for the psychiatrically ill population of Kota Kinabalu.
The study was a cross-sectional comparative analysis of religious beliefs, coping skills and responsibility to family as factors 
Results

Demographic characteristics
The mean age of the 42 DSH patients (cases) was 20. 
Data on DSH
The 42 DSH patients were interviewed about the events before, during and after the act. The findings are summarised in Table II. Self-poisoning was the method of DSH most frequently used, and a trend towards using over-the-counter drugs was observed.
Recent life events prior to DSH
The most common life events over the past 6 months that had led to the DSH were related to marriage (34.9%), family and social events (25.9%) and courtship-and cohabitation-related events (Table III) .
Comparison of scores for religious beliefs and responsibility to family between case and controls
Religious belief and responsibility to family in cases and controls were compared (Table IV) . There was a significant difference between the two groups with regard to responsibility to family, child-related concerns and religious beliefs, the controls scoring significantly higher for all three categories.
Comparison of coping skills between cases and controls
Table V compares coping skills in the DSH patients and the control group. There were significant differences between the two groups, those who had not attempted DSH using more task-orientated coping (t=4.31, p=0.00) and avoidance-based coping (t=2.93, p=0.00). The avoidance-based coping methods most commonly *p<0.05. There was no statistical difference between the controls and DSH, indicating that the variables were controlled to the best possible way. †Lower education was defined as basic secondary schooling, and higher education as a diploma, degree or higher qualification. ‡Non-professionals were defined as people who had a blue-collar job. Or = odds ratio; CI = confidence interval. articles used were social diversion (p=0.01) and distraction (p=0.01).
Analysis showed that the DSH patients were more likely to use emotion-orientated coping (t=-2.76, p=0.01).
Family responsibility and religious beliefs compared with the HADS
Family responsibility and religious belief were categorised into low (1 -3) and high scores (4 -6) based on the RLI, and these were then compared with the HADS. Analysis (Table VI) 
Multivariate analysis
Multiple logistic regression analysis was performed to investigate the relationship between the variables (Table VII) . Task-orientated coping, emotion-orientated coping, fear of social disapproval and child-related concerns were found to have a p-value <0.05. 
Discussion
Religion is a philosophy and a way of life. It is said to define the person we are, how we view the world around us and how we interact with it. 12 Only a small group of studies have been conducted in the area of religious beliefs and DSH, but findings indicate that beliefs do have a protective role. It is difficult to ascertain how religious a person is, but we can measure the belief system using questionnaires such as the RLI, which has domains on religious beliefs that measure perceived reasons for not committing suicide.
A study conducted in Kuala Lumpur, Malaysia, and assessing reasons for living in 40 individuals who had attempted suicide showed a significant relationship between hopelessness and suicidality. 13 There were also significant differences between the ethnic groups studied, Indians scoring lower in most of the domains of the questionnaire than Malay and Chinese patients. 13 Higher suicide and DSH rates noted in West Malaysia among the Some authors have investigated rates of suicide among various ethnic groups as a way of understanding its relationship to religion.
Early and Akers found rates to be lower in blacks compared *There were significant differences between the two groups, those who had not attempted DSH using more task-orientated coping (t=4.31, p=0.00) and avoidance-based coping (t=2.93, p=0.00). The avoidance-based coping methods most commonly used were social diversion (p=0.01) and distraction (p=0.01). Analysis showed that the DSH patients were more likely to use emotion-orientated coping (t=-2.76, p=0.01). The second is that suicide is strongly prohibited by religious communities, and that religious communities go beyond that, protecting their members. 22 Whatever explanations we come up with, the available data strongly suggest the protective value of religious belief. Religious belief could therefore play an important part in the management and prevention of suicide.
However, a potential limitation must be recognised when People joined by love and/or promises of commitment can also be regarded as a family. 12 Commitment and interdependence are an integral part of this structure.
In order to determine the degree of responsibility to their family felt by respondents, statements such as 'It would hurt my family', 'My family depends on me' and 'I love and enjoy my family'
were included in the RLI. We found that DSH attempters had fewer feelings of family responsibility than non-attempters. Even after DSH, however, the majority of the patients still felt they had some form of support system, and 69% of them said that the support came from their family. Earlier research suggests that individuals who receive support from family and friends are less likely to attempt suicide than those who do not. 24 It is also interesting to note that family closeness strongly predicts absence of both ideation and attempts. Absence of a mother or father did not matter as long as there was closeness or an understanding relationship. 25 Other studies have shown that communalism, family cohesion and family support were positively associated with each other. Higher levels of family cohesion and family support were associated with lower levels of suicidal ideation and depression. 26 Interaction with family members, interdependence, This would explain why there are higher rates of DSH in the urban population.
Coping is defined as the process of managing taxing circumstances, making an effort to solve personal and interpersonal problems, and seeking to master, minimise, reduce or tolerate stress and conflicts. 12 Sound coping and problem-solving skills are important in facing day-to-day adversities. Most of the literature on coping argues that there should be a distinction between emotion-orientated coping (person-orientated coping) and taskorientated coping (problem-focused coping). A third category, avoidance, can include both task-and emotion-orientated strategies (distraction avoids stressors by engaging in a substitute task, while social diversion avoids stressful situations by seeking help from others). 29 In general, task-orientated coping skills are positively, and emotion-orientated coping negatively, related to good adaptation and mental health, 30 while emotion-or personorientated coping is a primitive form of coping strategy; a person will tend to blame him-or herself, be preoccupied with aches, worry, become tense, etc. This resembles immature defence mechanisms such as hypochondriasis and somatisation used by some psychiatric patients.
Our study showed that subjects who attempted DSH used more emotion-orientated coping and less task-and avoidance-orientated coping compared with controls. In confronting stressful life events, DSH patients are more likely to use emotional discharge than task-orientated means. These findings support those of Azhar, who also found that task-orientated coping appeared to be used less among subjects who had committed acts of DSH than among control subjects. The DSH subjects also tended to use emotionorientated ways of coping with stressful situations. 31 Endler and
Parker found a strongly positive relationship between emotionorientated coping and both psychiatric symptomatology and depression. 32 Compared with individuals having thoughts about suicide and those making a first attempt, people making a repeat attempt have been found to score significantly lower on problem-solving confidence (Rudd et al. 33 ). Part of emotion-orientated coping can involve blaming oneself for getting into distressing situations and for other distressing events. Marusic and Goodwin 34 found similar coping patterns in patients with suicidal ideation, DSH and physical pain. They noted that suicidal ideation and DSH are associated with distinct coping styles among patients with physical illnesses, and specifically that maladaptive (avoidant and emotional) rather than adaptive (rational and detachment) coping styles were associated with an increased risk of thoughts of specific types of self-harm. 34 It can be hypothesised that individuals resort to emotion-orientated coping because of life events, environment and past experiences, and/or a personality that predisposes them to this style. It has also been suggested that suicidal subjects fail to de-emphasise the importance of a perceived problem or source of stress, and that they lack the ability to obtain new information required to resolve stressful life events. 35 Insight into coping skills used by DSH patients plays an important role in prevention and management of these acts, and programmes introducing problem solving or taskorientated coping could protect against subsequent attempts.
Conclusions and recommendations
Within 1 year of a DSH attempt, 15 -16% of individuals will make a repeat attempt and 0.5 -2.4% will commit suicide. Suicides within a year of DSH amount to a quarter of all suicides in the UK. 36 These figures are alarming and highlight the importance of suicide prevention and management strategies.
Our findings are consistent with previous international studies on factors protecting against suicide. In summary, we found that individuals who attempted DSH had fewer feelings of family responsibility and less religious beliefs, and that in general this group used emotion-orientated coping skills when faced with stressors, as opposed to task-orientated and avoidant forms of coping. Other important findings were the influence of media and friends in the method chosen for DSH. A trend towards using over-the-counter drugs as a mode of self-poisoning was also
observed.
An important implication of the study is the recognition that treating DSH does not start at the point of contact with medical services.
Protective factors such as religious beliefs, responsibility to family and coping strategies can be inculcated from a very young age.
The complex process by which early experiences predispose to self-harm as a response to stress may be understood in terms of attachment theory. 37 As a form of primary prevention, educational systems should not emphasise academic achievement alone as their primary goal. The aim should be to produce an individual who is both intelligent and resilient to face adversities, so the school curriculum should also emphasise problem-solving skills, coping strategies and moral values. The latter would focus on family cohesion and religious beliefs.
The study also highlights the importance of problem-solving and coping strategies in the treatment of DSH patients, and indicates that involving the family by means of multi-systemic therapy would be beneficial. This system combines 3 basic approaches:
teaching parenting skills (if needed), strengthening family relationships, connectedness and emotional cohesion within the family, and enhancing family problem-solving skills. 27 This and other studies show that religious affiliation has a role in protecting against DSH, and including this in psychotherapeutic interventions when appropriate could help prevent subsequent DSH attempts. In Sabah and Malaysia, leaders of the different religions could complement the role of medical professionals through their network of services. However, as mentioned earlier, it is possible that the issue of religious belief may be a major limitation owing to disagreement on how to measure it, especially in a multi-ethnic population with different religions like Malaysia.
Another problem is that while religious beliefs can be a source of comfort, hope and meaning, they can often be entangled with psychiatric disorders, making it difficult to determine whether they are a resource or a liability. 38 In trying to create an inclusive measure of spirituality and religiousness that would be acceptable worldwide, one also runs the risk of being too broad and losing the core meaning of the words. 39 Caution is required when generalising the study results, as the study sample was small and there were other limitations such as recall errors, Hawthorne effect, and selection of cases and site of study. It is recommended that the study be repeated on a larger scale, including the community and both public and private hospitals. Further research on religious psychotherapeutic interventions and prospective studies on protective factors would be of great value.
